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Introduction 
Acute rupture of the thoracic aorta carries a high 
mortality even if operative repair is attempted. A 
recent patient attended the outpatient clinic with a 
pseudoaneurysm of the thoracic aorta which probably 
resulted from a high velocity deceleration i jury some 
27 years previously. The initial rupture of his thoracic 
aorta was overlooked during his first hospital 
admission. 
Case Report 
In 1991 a 44-year-old man was admitted to hospital 
complaining of intermittent right sided chest pain. 
Chest and cardiovascular system examination was 
normal with no cardiac murmur detectable. A chest 
X-ray showed ring calcification in the region of the 
aortic knuckle and a computerised tomogram of the 
thorax was performed. This revealed a localised 
aneurysm of the descending thoracic aorta just distal 
to the origin of the left subclavian artery with a 
maximum diameter of 5 cm (Fig. 1). 
Further questioning revealed that in 1966 he was 
riding his motorcycle and was involved in a head on 
collision with a stationary van. He complained of 
severe central chest pain unrelieved by opiate analge- 
sia and a less severe pain in his right hip. General 
examination revealed minor facial abrasions and a 
laceration over the right forearm. Pelvic and right hip 
X-rays showed afracture of the neck of the right femur 
and the following day he underwent internal fixation 
of the hip. The anaesthetic preoperative note stated the 
presence of a pansystolic murmur in the left second 
intercostal space, but no chest X-ray was performed. 
Postoperatively he did well and was subsequently 
discharged home. Over the ensuing years he devel- 
oped troublesome right hippain and in 1989 (23 years 
post injury) he underwent a right total hip replace- 
ment where again no chest X-ray was performed. 
Discussion 
This man suffered major trauma and with the history 
of a sudden deceleration due to the head on collision 
causing ahip fracture, other injuries should have been 
considered. With a murmur appearing soon after the 
injury the possibility of an aortic injury should have 
been investigated. 1 The overall mortality rate from 
traumatic rupture of the thoracic aorta approaches 
Fig. 1. Computerised tomogram of thorax revealed a 5 cm aneurysm 
of the descending thoracic aorta. This originated just distal tothe 
left subclavian rtery. 
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80% even after thoracic surgery. The typical site of the 
injury occurs at the attachment of the ligamentum 
arteriosum to the pulmonary artery just distal to the 
origin of the left subclavian artery. 2" 3 Any movement 
of sufficient energy by the relatively mobile thoracic 
aorta on the fixed aortic arch can produce a split 
second shear force to cause an intimal tear. This tear is 
invariably situated transversely as hyperextension f 
the spine produces a longitudinal tension within the 
aortic wall. 4 
This man's aortic injury was due to a cranially 
directed eceleration force with the main brunt acting 
at the proximal aspect of the descending aorta. The 
intimal tear and local medial disruption caused an 
area of turbulent blood flow and hence the clinical 
appearence of the cardiac murmur. With the aortic 
adventitia remaining intact and aided also by the 
mediastinal pleura and surrounding tissues, the hae- 
matoma remained contained and free rupture into the 
pleural cavity prevented. 5 
Over the ensuing 20 years the false aneurysm 
underwent organisation and intramural calcification 
occurred. Recent follow-up thoracic scans at 
6-monthly intervals howed no increase in the size of 
the aneurysm. If he becomes ymptomatic or if the 
aneurysm enlarges on follow-up scans then elective 
repair will be considered. 
This case illustrates that a documented murmur 
appearing in an otherwise fit young man following a 
deceleration type injury should be investigated to 
exclude an aortic injury. The majority of patients may 
not be as fortunate as this man. 
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